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A B S T R A C T
Traumatic herniation of buccal fat pad (BFP) is very rare, usually seen in young children, from 5 months to 12
years of age. A minor injury or perforation of the buccinator muscle and buccal mucosa can cause the extrusion
of the buccal fat pad into the oral cavity. A differential diagnosis is very important but a history of trauma, an
absence of masses before the accident, anatomical site and fatty appearance should suggest the correct diagnosis.
The treatment options are usually excision or repositioning of the herniated fat. For the present case report, a 7
month-old boy, diagnosed with traumatic buccal fat pad herniation, was successfully treated with surgical ex-
cision.
1. Introduction
The buccal fat pad (BFP), also known as ‘suctorial pad’ or ‘buccal fat
pad of Bichat’, refers to an encapsulated biconvex fat mass located
within the buccinator and masseter muscles [1].
The fatty nature of the BFP was first explained by Bichat in 1802. Its
body is located below the zygomatico-maxillary buttress, which lies
anteriorly, and several facial muscles, including buccinator, zygoma-
ticus major and quadrate muscle of the upper lip [2].
The BFP functions to fill the deep tissue spaces and to act as gliding
pads when masticatory and facial muscles contract. It also needs as
protection and cushioning for the facial neurovascular bundles and
plays an important part in facial aesthetics [3].
The volume of the buccal fat pad changes throughout a person life;
it could decrease in relation to facial growth from childhood, when it is
large and prominent, to maturity.
In infants, this anatomic feature, the sucking activity and their
tendency to put foreign objects into the oral cavity may are predis-
posing factors to a traumatic herniation of the BFP; moreover only a
thin layer of mucosa and buccinator muscle is present between the BFP
and the oral cavity in case of penetrating injuries. The size of herniated
mass is usually very large compared to the size of the perforation [4].
Traumatic herniation of BFP is however very rare, usually seen in
infants and young children ranging from 5 months to 12 years of age.
Important features for diagnosis are: patient's age, history of
trauma, absence of prolapse before the injury, specific location of the
mucosal perforation and appearance of adipose tissue.
The herniated BFP is treated mainly by surgical excision. However
such treatment could compromise aesthetics and functions, like natal
sucking and mastication in infants. Alternative to excision is the re-
positioning of the herniated fat in its anatomical location, if noticed
early [5].
2. Case report
A 7 month-old boy was brought to the Emergency Department of
‘Santa Maria alle Scotte’ Hospital in Siena following a fall from the
stroller while he was in the garden with his mother.
She had removed a bamboo stick from her child's mouth and she
had noticed a new mass inside it.
At the first inspection he showed bleeding from the mouth,
drooling, difficulty in the sucking activity and an inconsolable crying.
Intraoral examination revealed a soft and well-pedunculated mass,
of size 2×2 cm, on right buccal mucosa.
The history of trauma, clinical appearance, absence of prolapse
before the injury, anatomic location and young age of the patient led to
an intraoral laceration on the buccal mucosa with a suspected herniated
BFP.
We planned, in agreement and in collaboration with pediatric sur-
geons, a surgical approach under general anesthesia. We tried to re-
place the herniated fat in its anatomical location, but the mass was full
of slivers of bamboo and at high risk of superinfection. So we excised
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the mass intraorally and we closed the wound using 5-0 Vicryl suture
material (Figs. 1–3).
The definitive histological examination revealed adipose tissue with
lobules, septal inflammation and fat necrosis; all these features were
compatible with traumatic herniation of the buccal fat pad (traumatic
pseudolipoma) [1,6].
No complications, asymmetry or facial dysmorphism was detected
at follow-up were observed during follow-up.
3. Discussion
Traumatic herniation of the buccal fat pad, as for the literature, is
very rare [5,9]. It occurs most frequently in infants and young children
following a fall with a sharp object in the mouth or a laceration of the
buccal tissues from occlusal trauma. The herniated BFP initially pre-
sents as a reddish or yellowish, and when thrombosis and necrosis
occur, it gradually darkens to purple or dark blue.
Differential diagnosis includes: pyogenic granuloma, inflammatory
pseudotumor, foreign body granuloma, traumatic neuroma, lipoma,
hemangioma and salivary neoplasm [1].
The size of herniated mass is very large when compared to the size
of perforation because its major portion lies deep to the thin buccal
mucous membrane and it is closely related to buccinator muscle.
BFP herniation has been reported throughout the literature for
decades with a lack of uniformity in nomenclature. Khadilkar et al. [7]
proposed a new classification system where post-traumatic craniofacial
fatty masses can be divided into two groups: simple herniation of
normal fatty tissues from their normal location and the growth of fatty
tumors after trauma. Simple herniation can be divided, moreover, into
‘herniation’ with perforation of the buccal mucosa and buccinators
muscle and ‘pseudoherniation’, in which fat tissue is contained within
the mucosa with no perforations involved.
In our case we had a real herniation of BFP into oral cavity and we
decided to apply surgical excision because of the high risk of infections;
indeed, indications for this kind of treatment, according to the litera-
ture, are: inflammatory reaction, the presence of necrotic tissue, in-
fection from bacterial aggregation, salivary contamination, delay in
treatment [8].
Another treatment is surgical relocation of the BFP and antibiotic
supportive care with the advantage of maintaining facial contour,
sucking, masticatory and oral functions [5].
In both cases, care should be taken during surgical procedure to
prevent injury to vital structures, like parotid duct and facial nerve.
Our patient was very young and he didn't show any kind of com-
plication.
Moreover, the removal of the herniated tissue did not cause facial
asymmetries to require a second plastic surgery.
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Fig. 1. Intraoperatively herniated buccal pad of fat.
Fig. 2. Excision of the BFP.
Fig. 3. Oral cavity after excision.
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